Introduction
In the era of proton pump inhibitors in the treatment of peptic ulcer disease, the incidence of a gastrocolic fistula arising from unoperated gastric ulcers is extremely low. We present a case of this complication diagnosed on gastroscopy, followed by a discussion on the diagnosis and treatment of this condition in the current literature.
Presentation of case
A 68-year old farmer presented to a regional hospital with a syncopal episode and two weeks of melaena and intermittent epigastric pain in the setting of chronic heavy alcohol consumption and ibuprofen use. Initial gastroscopy revealed a large clot overlying a benign looking ulcer. Gastric washout was performed and haemostasis was obtained with adrenaline injection around the base of ulcer. In light of a falling haemoglobin level and hypotension, the patient was transfused with two units of blood and transferred to our tertiary referral centre. On arrival he was clinically stable but required further transfusions as his haemoglobin continued to drop. Repeat gastroscopy revealed a large gastrocolic fistula adjacent to the ulcer (Fig. 1 ). This would have been difficult to see at the first scope due to the distortion of the normal gastric anatomy and the position of the ulcer. The gastroscope was just able to pass through the fistula into the colon (Fig. 2 ). Biopsy of the ulcer edge showed Helicobacter associated chronic active gastritis associated with regenerative changes.
Further history revealed he had similar episodes of epigastric pain over the last four years, for which he had received no treatment. In the last two weeks preceding admission to the hospital, his symptoms had progressed to persistent diarrhoea, intermittent melaena and occasional foul eructations, with an associated weight loss of six kilograms over the past three months. He drank eight bottles of beer daily on at least three occasions a week. He had also been consuming a large amount of ibuprofen over the last 6 months due to a work-related back injury.
Due to his symptoms of bleeding and malnutrition and the size of the gastrocolic fistula, an en bloc resection of the fistula (Billroth II resection and right hemicolectomy) was performed ( Fig. 3 ). He recovered well and was discharged on day 12 post-op.
This case highlights a few points pertinent to the discussion of gastrocolic fistulae associated with benign gastric ulcers.
Discussion
Historically, the most common causes of gastrocolic fistulae were colon or gastric malignancies and complications arising from partial gastrectomy and gastroenterostomy. 1 Gastrocolic fistulas arising from unoperated benign gastric ulcers are rare but well documented. From 1920 when the first case was described to the present, only 120 cases have been documented in the English literature. 2 The ingestion of NSAIDs or steroids was found to be associated with the development of the fistula in the majority of these patients, 3, 4 as is the case for our patient.
The symptoms of a gastrocolic fistula are undifferentiated and the diagnosis can easily be missed in the setting of other complications such as bleeding or perforation of a hollow viscus. 3 The classic triad of weight loss, faecal vomiting and diarrhoea is often quoted but inconsistently observed. [4] [5] [6] [7] Studies have shown that bleeding in the form of melaena or haemethemesis was noted in approximately one third of patients. 3 Barium enemas are the most accurate modality in making the diagnosis, with most studies suggesting close to a 100% detection rate. 6, 8 Gastroscopies had a more varied detection rate, with studies quoting a range of 30-70%. 3, 9 However, gastroscopy with biopsy is always recommended after a radiological diagnosis to confirm the presence or absence of malignancy. 7 In our patient, the ulcer was so large that it had distorted the normal anatomy of the stomach, Fig. 2 . Gastroscopic view of the colon as viewed through the gastrocolic fistula from the stomach. thus resulting in the difficulty of detecting the gastrocolic fistula on the initial gastroscopy.
The mainstay treatment of gastrocolic fistulae has classically been surgery, consisting of a distal gastrectomy with hemicolectomy. 10 En-bloc resection of the fistula with primary gastrointestinal reconstruction is recommended as opposed to local fistula resection due to the decreased incidence of recurrence. 8 Due to the nutritionally depleted status these patients usually present in, there is also a role for pre-operative optimization of nutrition status, with several centres advocating peri-operative nutritional support with TPN and bowel rest. 2, 7 Recently, reports of successful non-surgical management of gastrocolic fistulas related to NSAID related gastric ulcers have emerged. 10 This consists of ceasing the use of NSAIDs or steroids and commencing a H2-antagonist, with consideration made for TPN. 8 Successful closure of the fistula was noted, and no recurrences occurred in the short term. This was recommended for patients who were not fit or keen for surgery. 2 This patient was young and had little comorbidity, and in light of the severity of his bleeding, as well as the size of the fistula, surgery was performed.
Conclusion
In the era of proton pump inhibitor use, this complication of peptic ulcer disease is very rare. This case highlights the difficulty of diagnosing a gastrocolic fistula, and how it can be easily missed in the setting of massive gastric bleeding.
